The psychological sequelae of both illness and admission to hospital in children have been well documented (Prugh et a!, 1953; Mrazek, 1986) . However, it is only in recent years that the concept of liaison child psychiatry has begun to evolve in the UK (Taylor, 1986) . As in adult liaison psychiatry (Lloyd, 1980) , services in which the psychiatrist is integrally involved in the management of patients presenting with physical symptoms have probably not been developed in the UK to the same extent as in the US.
Stocking et al (1970) and Awad & Poznanski (1975) have confirmed high rates of psychopathology in children admitted to hospital. The latter found that patients were more likely to be referred to child psychiatrists when the symptoms were of unknown aetiology, depression was suspected or behaviour problems arose on the ward. Stocking et a! studied the circumstances in which the paediatrician was likely to overlook emotional disorder. These included the presence of an acute treatable medical condition, especially in younger children.
In 1973, Monnelly eta/drew attention to the paucity of research in this area, and in particular to the lack of systematic studies of psychiatric consultations in paediatric hospitals. Since then, analyses of the type of referrals to child psychiatrists and of services offered by such psychiatrists to their paediatric colleagues have been carried out at a number of centres (e.g. Wrate & Kolvin, 1978) . Trends in referral to adult liaison services have been studied by Lipowski & Wolston (1981) and Brown & Cooper (1987) . Naylor & Mattson (1973) and Jellinek eta! (1981) , among others, have described the development of child psychiatry liaison services. This has led to the assessment of the efficacy of therapeutic interventions in physical illnesses. Lask & Matthew (1979) demonstrated that family therapy is not only useful in alleviating the stress related to a physical illness (asthma) but may also have an impact on the course of the disease. Systemic thinking has aided the understanding of processes involved and contributed to the management of organic and non-organic physical complaints. The value of this approach has been highlighted by Bingley et a! (1980) . The Royal Free Hospital in north London is a district general hospital serving a population of approximately 100 000 people. As well as providing a general paediatric service, it is also the supraregional centre for bone-marrow transplantation and for the management of end-stage renal failure in children.
There has been a child psychiatry service based in the hospital since 1971, but in 1984 the newly appointed consultant child psychiatrist undertook responsibility for the co-ordination of psychosocial services for children in the hospital. A decision was made at that time to improve the child psychiatry liaison service, one aspect of which has been described by Jaffa (1988) . This paper describes a study evaluating the impact of the decision. Its aims were:
(a) to describe â€˜¿ liaison' patients in demographic and diagnostic terms (b) to describe the source and nature of referrals (c) to examine changes in patterns of referral over a three-year period. to assess the impact of the reorganisation of the service. A total of 55% of referrals were of in-patients on the paediatric ward; other in-patients made up 12.5%. Of all referrals, 67% were from paediatricians. Of the children who had not harmed themselves, most were referred either for help with the management of physical illness or for investigation of a non-organic physical complaint. The main finding was that liaison referrals increased significantly in contrast to both the total number of referrals and the number of cases of deliberate self-harm. Table 1 Reasonsfor referrals of all patients fri = 125) except those with deliberate self-harm (n= 34) permit us to look at the full population. The following data were recorded: age, sex, social class and ethnicity of referred patients;
Method
source and nature of referral; presence of self poisoning or injury; and diagnosis and service given.
Comments about family functioning as recorded in the case notes by the professionals involved were also noted.
In order to compare the proportions of liaison referrals in each year, statistical analysis was carried out using linear logistic analysis.
Results
The mean age of referred patients was calculated for the total sample (n = 159)and for each time period. There was no significant difference in age between periods, although two adults wereindex patients during the last. Excluding these two patients, the mean age was 10.4 years for all patients, and 9.28 years ifthose with self-poisoning or injury were excluded.
The ratio of female:male patients did not vary significantly with time; the overall ratio was 1.5:1. Approximately a third (32%) of patients referred were either non-British or belonged to a family of non-British origin. Information on social class was least reliably recorded, and was only availablefor 72% of patients;of thesenearly40% belonged to social classI or II; in 10% both parents were unem ployed. These figures reflect the population of our catchmentarea which includesa wealthy region of north London.
Source and nature ef referrals
The majority of referrals were of in-patients on the paediatric ward (55%); in-patientsfrom other wardsmadeup 12.5%. syndromesnot classifiedelsewhere' includessomedisorders with physical symptoms of non-organic origin such as anorexia, enuresisand encopresis. About 20% of children could not be assigned a psychiatric diagnosis, but it is important to note that in some of these cases one or both parentsdid havea psychiatricdiagnosis. On Axis 5 (abnormal psychosocial situations) many patients fell into more than one category. The most frequent diagnosiswas of â€˜¿ anomalous family situation' (35%) which includessingle parent and reconstituted families. In other areas, any decision to reorganise the service may be more difficult to make owing to increasing demands on scarce resources. However, Offord (1987) identifies psychological morbidity related to chronic illness in children as a key area for preventative work. The expertise of child psychiatrists may therefore be necessary if the well recognised and well described long-term sequelae of both admissionto hospital and physical illness in children are to be prevented.
Assessment of the efficacy of psychiatric inter ventions in both organic and non-organic somatic conditions in children is an important area for further research. Table 3 Referralsto child psychiatry during period of study
Comparison of referrals between the three years.
Family functioningwasrecordedasadaptivein only 20% of the families of children referred. The remainder were describedusinga variety of family therapyterms;examples are included in the Appendix.
Confirmation of the reliability and validity of both diagnoses and descriptions of family functioning was not possible owing to the retrospective nature of the study.
Intervention
The main therapeuticinterventionusedwasfamily therapy. Other interventions included individual psychotherapy, behaviour therapy and parental counselling.Psychiatrists wereinvolvedin assessment and treatmentmoreoften than non-medical membersof the child psychiatry team.
Referral patterns
The number of liaison referralsto the departmentof child psychiatry increasedsignificantly over the three yearsof the study, while both the total number of referrals to the department andthenumberof referralsof self-poisoning or injury remained constant (Table 3) . Table 3 includes the resultsof the statistical testscomparingreferralsbetween the three years. The result for the proportion of liaison referrals showsa significant trend from Year 1 to Year 3. The odds of a new referral beinga liaison one rather than a non-liaisononein the third yearof the studywerealmost twice (1.9 times) that in the first year. The number of liaison referrals exceededthe number of non-liaison referrals during the last year of the study.
Discussion
A deliberate decision to improve child psychiatry liaison in a district general hospital appears to have led to an increase in liaison referrals. This increase was not attributable to an increased total referral rate or increased referral rate of patients who had harmed themselves.
As part of the restructuring of the child psychiatry department in 1984, a number of changes were made to the service which probably contributed to these A 13-year-old girlwasreferredbythepaediatrician because nophysical cause couldbefoundfor herabdominal pain.
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At assessment, the psychiatrist noted her to be an obese, rather passive adolescent. The history revealed recent school refusal; the mother had had a stillbirth 18months previously.
The psychiatrist described the motherâ€"child relationship as â€oe¿ over-involvedâ€•; the mother who appeared quite depressed frequently acted in an â€oe¿ over-protectiveâ€• and â€oe¿ infantilisingâ€• way towards her daughter during both assessment sessions. Following assessment, the family were referred to their local child guidance clinic for family therapy.
Case 2
A 10-year-old girl was referred by the paediatrician following her admission with nephrotic syndrome. The child wasterrified of needles, andpresented extrememanagement problemswhen blood testswere required.Thesewere compoundedby her positivehepatitisB status,which understandably meantthat staff werereluctantto put themselvesat risk. Shelived with a large extendedfamily, and her relationship with her mother did not seemgood enoughto sustainher during her difficult time in hospital.
A behaviour programme was instituted by the psychologist to treat the needlephobia; two family therapysessions were carried out by the psychiatrist; and in addition, staff were helped to deal with their anxieties in the psychosocial round.
Case 3
A boy aged two and a half years had a history of diarrhoea and vomiting. His mother, a young single parent who suffered from schizophrenia, had brought him to hospital, but had beenunable to actively seekhelp. After sitting in the hospital hallway for some time, she was noticed by staff and the child wasadmitted. He was noted to be develop mentally delayedand inappropriately showedno stranger anxiety. The family werereferred to the child psychiatrist as staff wereconcernedabout the mother's ability to care
for the child. Assessment revealed that the mother's mental illness had resulted in physical neglect and emotional abuse of the child. Pica had led to the gastrointestinal upset. Following treatment of the mother's acutepsychosisby the generalpsychiatrist,mother and child weretransferred to a family treatment unit wherework wascarried out to improve the motherâ€"child relationship and support the mother in the practical care of her child. The family continue to be seen for regular follow-up by the child psychiatrist. Social services havebeeninvolvedthroughout.
